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ABOUT OURSELVES AND THE NEED FOR NETWORKING 


About five years back, some of us started working on health problems of a some Jhuggi Jhopri clusters 
of Delhi. While working there, we observed that most of the problems were related to malnutrition, unsafe 
water supply and poor sanitation. This was further compounded by the ignorance and illeteracy of the people. 
We wanted that apart from voluntary effort like ours, the government should also fulfill its commitments we 
were surprised to learn that since these bastees were unauthorised, no official agency was responsible for 
providing health care to them. 


We approached the Commissioner (Slums and JJ Resettlement) DDA and apprised him of the 
situation. He suggested that we should prepare a project proposal for health care in JJ bastees of Delhi. To 
prepare the report, we conducted a sample survey of 1299 families living in these clusters scattered all over 
Delhi. Our findings are detailed in this report which was submitted to the Commissioner (Slums) DDA in 
January, 1988. 


We had found from our survey that the situation in JJ clusters was very grim. We had feared and 
predicted the possibility of epidemics of waterborne diseases in these clusters. In June 1988, the Cholera 
epidemic occured in some JJ clusters and resettlement colonies of Delhi. Several lives were lost due to a 
preventible disease. The administration realised the gravity of the situation during the Cholera epidemic. the 
then Secretary(Health), Delhi Administration suggested that we start a pilot project. For providing funds for 
the project, it was suggested that we form a society, registered under the Societies Act. In the larger interest 
of the JJ clusters, we therefore formed SACH (Society for Action in Community Health). We continued our 
efforts for starting the pilot project. We were fortunate to have good support from the NSS siudents of Maulana 
Azad Medical College. Unfortunately, the promised administrative and funding support from the goverment 
for the project did not come through. 


We were keen that something should be done for JJ bastees. We also wanted to test the feasibilityof 
the project proposed by us. We therefore chose a J J cluster (Sanjay Amar Colony, Old Yamuna Bridge) which 
was very near the hospital we were all working in. Except for the administrtion's role, we proceeded as per 
our report., based on the concept of a volunteer from the Jd cluster (Basti Savika) working as a link between 
the health services and the community. We identified five volunteers from the community, trained them to work 
as community workers. We als identified and trained the dais working in the area. Another voluntary agency 
working on a literarcy programme in the area offered to pay the honorarium for these community workers. 
For the past two years we have been working this cluster, 


In the light of our experience, we again approached the administration for implementation of a 
comprehensive health care programme for Jhuggi Jhopri bastees of Delhi. This time, our efforts have met with 
some degree of success. The administrative officials, while appreciating the report and the model suggested 
by us, have appealed for maximum involvement of NGO sector in this field. They have expressed their fear 
that if Bastic Sevikas are recruited by the government, they may agitate for the status of regular government 
employees. We have proposed that wherever possible, bastee level health work will be initiated and supervised 


by the NGOs. 
(1) 


Already several NGOs/ voluntary organisations have been working in Jhuggis Jhopri bastees of Delhi. 
Though this NGO Sector is rendering very important service, large segment of population living in these 
bastees still remains uncovered. In a seminar held on 8th March,1990 at India Intemational Centre on the 
training needs of the NGOs, it was emphasised that a coordination cell must be catablished in slum wing (DDA) 
to coordinate the activities of the various NGOs working in the JJ clusters of Delhi. 


It is a matter of satisfaction for us that the slum wing DDA has now established a coordination cell for 
health work in JJ bastees of Delhi. This cell is headed by,a Health Care Coordinator and will also have two 
extension educators as trainers for Bastee Sevikas. The proposed activities of the coordination cell are 
summarised in the modified flow chart on page no.6. It is important that experiences of various groups be 
shared. The recommendations made by us are not final and are open to modifications. It is hoped that very 
soon,. the various gaovemmental and non governmental agencies will come together on acommon platform 
to give a final shape to a plan for comprehensive helth care to Jnuggi Jhopri bastees of Delhi and to oversee 
its implementation 


Your kind support and cooperation is solicited. 


Kamala ranirk 


__ PROF. KAMLA GANESH 
-Professor, Deptt. of Obstetrics & Gynaecology 
Maulana Azad Medical College, New Delhi 
President, SACH 


SACH 
(Society for Action in Community Health) 
Registrtion No. S$/19511 
D-1, Gulmohar Park, New Delhi. Phone: 664950 
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SECTION-I 


INTRODUCTION 


India is commited to achieve the goal of ‘Health for all by 2000’. To translate this goal into reality 
the first step should be a thorough reapprisal of the present health care services, particularly that for the urban 
poor. In various forums much has been discussed about primary health care approach in rural areas. This is 
understandable, as they constitute three fourths of Indian population. But, what about the rest—a staggering 
twenty crores? 


Usually it is assumed that people in an urban area are well covered by city health services especially 
with large hospitals, innumerable dispensaries and private practitioners; all concentrated in the urban 
area. Before we staried a small project in a ‘Jhuggi Jhopri’ cluster of Delhi, we were also of this opinion. 
We soon realised our mistake. Yes, certainly the urban elite, middle class and upper lower class have easy 
access to health care but the situation in JJ clusters is quite dismal. 


Over the years JJ clusters have become a part of cityculture but everybody views them as being 
‘eyesores’ to be demolished in the near future. It is essentially this aspect of JJ clusters which has led to a 
total neglect of health services in these areas, which are usually treated as ‘‘No man’s areas’ as they do not 
fall under anybody’s jurisdiction. 


The primary health care approach, being followed in rural areas obviously has its own advantages, 
especially since the community as a whole is responsible for its effective functioning. It would be 
convenient to extend such a primary health care approach to JJ clusters but while doing so the special 
situations that are prevalent there should also be looked into. 


Urban JJ clusters have peculiar problems, quite unlike a rural area. 


i. While rural areas have a mixed population, urban JJ clusters have only poor people living in 
them. 


ii. Environmental conditions are totally unhygienic. 


iii. | Most of the population in JJ clusters being casual labour, they are not easily accesible during 
day time. 


iv. The legal status of these JJ clusters being questionable, no formal health programme 
is started in these areas. 


v. The density of population is very high with large families living in shabbily constructed single 
room ‘jhuggis’. 


Our efforts to find out the actual situation led us to some shocking revelations. There are about 620 
JJ clusters in Delhi housing over 15 lacs, that is one fifth of the total population of Delhi (This number has 
since increased to about 700 JJclusters). These are temporary structures without any provision for supply 
of safe water, electricity or sanitation. These colonies, being temporary, are not covered by any national 
or state health services. A small number, however, is partially covered by ICDS programme, Urban Basic 
Services Programme and some voluntary health agencies. Even these services are not co-ordinated and 


moreover they are not accountable to a common agency for any of their activities. 
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conducted by us to assess the health status of people living in JJ clusters. A total idan TablsA 
over 30'JJ clusters were interviewed for this. The results of the survey are summarised in la . 


TABLE-A 
JJ clusters Goals as proposed 
1986-87 by Govt. of India 


| 1986-87 1990 


Children Immunised 


BCG 36% 67% 85% 
Polio 36% 67% 85% 
DPT 36% 67% 85% 
Measles 3% 25% 85% 
Mothers receiving Ante Natal care 25% 60% 75% 
immunised against tetanus in 25% 60% 100% 
pregnancy 
Deliveries conducted by 
Trained attendent 20% 60% 100% 
Untrained attendent 80% 
Knowledge of O.R.T. 8% 
Severely Malnourished under fives. 40% 


We found 64% of childred were totally unprotected against any disease. More significant, 97% 
of children were not protected against the worst of the preventable diseases-MEASLES 80% of the deliveries 
were conducted by UNTRAINED DAIS. 40% of the underfive children were found to be SEVERELY 
MALNOURISHED. Only 8% of the families had any knowledge of ORAL REHYDRATION THERAPY for 
diarrhoeas. 


A large number of children in the school going age group were NOT going to school; many of 
them because of non-availability of BIRTH CERTIFICATES. 


None of the colonies had any safe water supply, sanitation or drainage facilities. Preventive and 
promotive health services were unheard of. 


The situation, grim as it is, is likely to worsen with increasing population and migration from the 
rural areas. If we allow this to continue, the goal of ‘health for all by 2000’, will remain a distant dream. 
We certainly cannot afford to allow the severest economic blows to be bome by the poorest and let them 
continue to suffer the accident of birth, deprivation, squalor and disease. 


Health care in these JJ clusters therefore needs to be tackled ona priority basis. However, this 
is not to be taken in isolation. The whole exercise will be futile if needs for safe water supply and sanitation 


are ignored. This being the Decade for Safe Water Supply and Sanitation, WHO goal is provision of waste 
disposal systems to 75% of urban population projected for 1990 and safe water supply for 95% of population 
projected for 1990. DDA should also achieve this target for the JJ clusters for Delhi. 


Since the effectiveness of any programme is better if the target population is literate, it is necessary 
to launch a massive female literacy programme in JJ clusters. It is well known that “Literate women 
tend to marry later, delay childbearing and are more likely to practice family planning. They generally 
have fewer children with a wider spacing between births’. 


A proposal for Reorganisation of Family Welfare and Primary Health Care Services in urban areas, ; 
especially slums, was suggested in 1982 by a working group under the chairmanship of Mr, S.V. Krishnan, 3 
(the then Additional Chief Secretary and Secretary Health and Family Welfare, Govt. of West Bengal). So. : 
far no action has been taken on these proposals. 


Based on our experience in some of these JJ clusters and earlier proposals on this problem this report 
outlines a strategy for health care in JJ clusters of Delhi. 


SECTION-II 


PROPOSED PROGRAMME 


A community health programme, to be started in a phased manner, is proposed for providing 


comprehensive health care to JJ clusters of Delhi. In, this, volunteers selected from the community will 
be trained to provide primary health care services. This system will be integrated with the existing 
health facilities by involving an Auxillary Nurse Midwife (ANM) and a Doctor from the local dispensary. 


The backbone of the programme proposed is a community based health volunteer (Basti Sevika). 


Asin the case of primary health care delivery system ‘in the rural areas wherein a health volunteer is selected 
from the community itself, in the JJ clusters of Delhi also such a system is proposed. In view of the peculiar 
problems of JJ clusters as outlined earlier the programme has been modified suitably. 


WE SUGGEST: 


A. 


One Health Post for a population of 2000. Each health post will have 
a) A Basti Sevika (BS) and 
b) A trained dai (TD). 


This health post will be under the direct supervision of the nearest dispensary There is a possibil- 
ity that Basti Sevicas and Trained Dais may demand for regular employment as in the case 
of Anganwadi workers and UBS workers. This problem is less likely if the supervision of the 
health post and payment of honorarium to the Basti Sevikas and Trained Dais is done by the 
NGOS/VAs. 


Each dispensary will look after five such health posts. 


The ANM appointed for this project and posted in the dispensary will be responsible for supervision 
of the BS and TD working in the community. The supervision, however, will be of an informal nature, 
the emphasis being on mutual help rather than fault finding. 


One of the doctors posted in the dispensary will in turn guide the ANM, BS and TD to Carry 
out their duties effectively. 


Work in all the dispensaries selected for such community work will be co-ordinated by a Co-ordination 
cell. 


The complete heirarchy of the system in operation is depicted in Flow Chart 1. Based on our 


recent interactions with different administrative agencies a modified heirarchy is proposed 
in Flow Chart-ll. 


D.D.A. SLUM WING 
| 
| 
| 
CO-ORDINATION CELL 


| 
| 
ZONAL DISPENSARY 
(FIVE ZONES) 
| 
DISPENSARY 
NEAREST JJ CLUSTERS 
(ONE DISPENSARY FOR 
FIVE HEALTH POSTS) 
HEALTH POSTS) 
| 


HEALTH POST 


COMMUNITY 


*See revised Flow Chart II. 


FLOW CHART - I 


SLUM COMMISSIONER’ 
| 
MEDICAL 
OFFICER-IN-CHARGE 
| 
ZONAL MEDICAL OFFICER 
(FIVE) 
| 
MEDICAL OFFICER 
AND ANM 
(ONE MEDICAL OFFICER AND 
ONE ANM FOR FIVE HEALTH 
POSTS) 
| 


BASTI SEVIKA AND 
TRAINED DAI 
| 


ONE BS FOR A POPULN. OF 2000 
ONE TD FOR A POPULN. OF 2000 


FLOW CHART - il 


COORDINATION CELL 


STERRING COMMITTEE 


Headed by at 
Secy. Medical Delhi Admn. SLUM WING DDA SLUM WING 
Others Health Care Cordinator DDA 


Extension Educator as 
Field level trainer 


MHO-MCD, MHO-NDMC, 
UBS Cordinator, Delhi Admn. 
Director Health Services, 
Delhi Admn. 

NGOs 


DISPENSARY 
MCH CENTRE 


MOBILE VAN 


INFRASTRUCTURE 
HEALTH POST 
CIVIC AMENITY 


DOCTORS JJ BASTI 
ANMs 

BASTI SEVIKA 

TRAINED DAI 


FUNCTIONING OF THE HEALTH POST 
A. ACTIVITIES OF BASTI SEVIKA: 


The concept of a community based health volunteer (BS) is deceptively simple: a person (preferably 
a female) from the community, who is trained to function in the community in close relationship with the 
existing health care system. Our experience in the community has confirmed that the performance of 
feamale Basti Sevikas is definitely better. She serves a bridging role between the health services and the 
community. She will function as a channel for bringing preventive, promotive and curative health services 
closer to the community. 


A Basti Sevika is selected from the community, trained specially (Modes of Selection and Training 
details given in Annexure I) and entrusted with the responsibility of health promotion in the community. 
To carry out her role she will be given a health kit at the end of her training period. 


At the outset, with the help of community members, she will number all the houses in the community. 
She will conduct acensus of the community. This will include the following details:- 


Number of families. 

List of members of the family. 

Number os eligible couples. 

Number of pregnant women. 
Immunization status of children under five. 


Number of children in school going age group not going to school. 


The BS will spend about three hours (preferably in the evening) for carrying out het duties in the 
community. She will work in liaison with the community members and the health team. Half her time should 
be spent in visiting the families under her care. With a good referral support our experience has shown that 
the BS can spend alost her entire tim in preventive and promotive health care. Rest of her time is te be 
spent in treatment of minor ailments, health education and other health promotive activities. In her day-to- 
day activities she will constantly take the help of the area ANM. 


Every month she will give a report to the ANM about the activities carried out and special problems, 
if any. 
The activities carried out by the BS can be broadly categorised into the following groups: 
i) Immunization 
ii) | Child Care 
iii) | Maternal Care 
iv) Family Welfare 
vy) Treatment of Minor Ailments 
vi) Referral Services 


vii) Education for environmental modifications and personal hygiene. 


viii) Record keeping. 


i) Immunization 


The BS will educate the community on the need for immunization and emphasise on thi 
benefits of vaccines as against their minor side effects. She will make a list of the number o 


children to be immunised. 
She will prepare the community for visits by the immunization team. 


She will help the health team in immunization and follow up for any side effects o 
immunization. ; 


ii) Child Care 
The Basti Sevika will educate the mothers on 


Importance and duration of breast feeding 

Weaning and supplementary foods to be given 

Hygiene and immunization 

Oral rehydration during diarrhoea. 
She will detect undernourished children with the aid of Shakir’s tape/nutrition bangle and al 
identify high risk cases. 
She will provide Vitamin A prophylaxis for children of 1-5 years age group. 


She will stress the importance of schooling of children and help in explaining procedures for procuri 
birth certificates. 


iii) Maternal Care 


The BS with the help of TD will identify and register the pregnant women in the community. 
The BS will educate the pregnant women on the need for 


Ante-natal care 
Good nutrition during pregnancy 


Immunization against tetanus. 
She will distribute Iron and Folic acid tablets to pregnant and lactating mothers. 


She will help in referral of high risk cases as evaluated by TD/ANM. 


iv) 


v) 


vi) 


vii) 


viii) 


Family Welfare 


The BS will prepare alist of eligible couples in the community and along with the ANM and TD 
educate the group on the importance of a planned family. 


She will educate them on the available methods of contraception. 

She will keep conventional contraceptives as part of her kit and distribute them to the eligible couples. 
If need be, she will will refer them for IUCD insertion/MTP/ Sterilisation procedures. 

She will help the infertile couple in procuring specialist advice. 

Treatment of minor ailments 

The BS will provide first-aid services as and when required. 


She will treat minor ailments like fever of short duration, coughs, colds, conjunctivitis, worm 
infestations, diarrhoeas, scabies and other skin infections. 


Referral Services 


She will identify and refer to the dispensary/hospital the following: 
Actually sick patients 

High risk infants and pregnant mothers 

Patients with communicable diseases like Tuberculosis and Leprosy 
Cases requiring MTP/Sterilisation/IUCD insertion 

Cases requiring cataract extraction 


And the Handicapped/Disabled for rehabilitative measures and disability certificates. 
Education for Environmental Modifications and Personal Hygiene 


She will educate the community on the need for environmental sanitation and personal hygiene. She 
will also suggest, whereverpossible, environmental modifications to prevent injuries particularly 
those due to fires occuring in the JJ clusters. 


Record Keeping 


BS will maintain the following records: 


Maintain a register of all the families of the community (the list will be updated frequently) 
Number of eligible couples and pregnant women 


Immunization status of each family and maintain a record of children immunized/to be immunized. 


Maintain a record of vital events(Birth and Death) 
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Stock of drugs received and dispensed 


Record of patients treated for minor ailments. 


B. ACTIVITIES OF TRAINED DAI 


The BS with the help of Trained Dai will ensure ante-natal, natal, and post-natal care of pregnant 
women. A ‘Dai’ already working in the community will be selected and trained (Modes of training and 
selection details are given in Annexure-ll). Emphasis during training should be on conducting the deliveries 


aseptically in the community. 
She will be performing the following duties: 
i) Ante-nata! care 
ii) Natal care 
iii)  Post-natal care 
iv) Health education 
v) Referral services 


vi) | Record keeping 
i) Ante-Natal Care: 


She will help the BS in registering pregnant women of the community 


With the help of BS she will ensure at least FOUR ante-natal check ups of the pregnant 
women by the ANM at the dispensary 


She will accompany the pregnant women to the ANM between 34 and 38 weeks of 
pregnancy and discuss the management of her delivery with the ANM 


She will recognise high risk cases and refer them to the nearest medical centre 


She will help the BS in distributing Iron and Folic acid tablets. 


She will leave the packet of sterilised material required for delivery with the pregnant mother, so 
that in case the Dai is not able to attend to the delivery it can still be conducted aseptically. 


ii) Natal Care: 


This will be her main activity and the Co-ordination cell will pay her an honorarium for each delivery 
conducted in the community. The NGO/VA supervising the TD will pay her the honorarium. 


She will conduct deliveries aseptically 
She will provide immediate care of new bom 


She will educate the mother on care of the new bom and promote breast feeding. 


She will identify and refer at risk mothers and babies. 


iii) Post-Natal Care: 


She will make at least three post delivery visits. During these visits she will 
Advise regarding breast feeding 
Train about care of mother and baby 
Motivate for contraception/sterilisation 


Ensure at least one post natal visit by the ANM 


iv) Health Education: 


Throughout her day-to-day activity she will provide health education regarding ante-natal care, family 
welfare and MTP services. She will emphasise on maternal nutrition during ante-natal and post-natal 
period. 


v) Referral Services: 


With the help of ANM she will detect and refer 
High risk pregnancies 
High risk mothers and babies 
Cases needing IUCD/sterilisation/MTP. 


B. ROLE OF AUXILLARY NURSE MIDWIFE 


An ANM will be appointed specially for the programme and posted to the dispensary nearest the JJ ciuster. 
She will be part of the health team for the JJ cluster. She will, however, undergo an orientation training 
before starting her work in the community. 


She will visit the community everyday. During this time she will 
Guide and help the BS in her activities 


Help in providing ante-natal and post-natal care. She will identify high risk cases and refer 
them for supervision by a doctor 

Work with the BS and co-ordinate with the doctor for providing immunization to children and 
pregnant mothers 

Help the BS in upkeep of her kit and provision of contraceptives 

Follow up cases of MTP, sterilisations and IUCD insertions 


Co-ordinate with BS and TD for referral of cases 
She will help the doctor in co-ordinating activities at the health posts and send amonthly report 


to the doctor. 
COMMUNITY HEALTH CELL 
47/1, (First Floor) St. Marks Read 
BANGALORE - $60 001 


C. ROLE OF DOCTOR 


One of the doctors, working in the dispensary nearest the JJ clusters will be selected for work in the 
community. To enable him to understand and tackle problems at the community level he will first undergo 


a short training. 


He will function as a leader of the health team supervising and guiding all activities. He will be 
responsible for all the health care activities in the communities assigned to him, that is approximately a 


population of 10,000. 
He will plan and execute the immunization programme for children and pregnant mothers. 


He will conduct surprise checks of activities in the community. 
He will honour referrals from the community. 


He will conduct monthly meetings of BSs, TDs, ANMs for exchange of views and providing 
and procuring help wherever needed. 


Take special measures in the event of epidemics. 
He will report to the co-ordination cell regarding all the activities in the community. 
He will participate in the zonal meetings of the co-ordination cell. 


The doctor will also conduct half yearly refresher training for the BSs and TDs. 
CO-ORDINATION CELL 


This will be the nerve centre for co-ordinating activities in various zones of the community based 
programme. The programme, in fact, will be started only after constitution of the cell. 

A medical officer will be overall incharge of the cell. He will be responsible for co-ordinating the activities in 
all the health posts and dispensaries entrusted with the health care of the people in JJ clusters. In addition, 
he will function as aliaison between the administrative agencies of Delhi Administration, MCD, NDMC, 
DDA and the dispensaries. For purposes of liaison the Delhi Administration, MCD, NDMC, and DDA will 
appoint officers in their respective departments to ensure smooth functioning. Recommendations for 
constitution of the co-ordination cell are given in Annexure-lll. 


ACTIVITIES OF THE CELL 


The cell will have overall responsibility of activities in the community. 


The cell will try to achieve the target of ‘health for all by 2000’. Based on this the cell will draw 
up time frames for discrete activities in the dispensary and in the community. 


The cell will appoint zonal incharges for programme implementation. These zonal incharges 
will preferably be the senior most medical officer in that zone. 


The cell will receive monthly reports from 


a) Zonal incharges 


b) Doctors working in the dispensaries. 


The co-ordination cell will draw up a plan for health education activities in the community. It 
will be the responsibility of the cell to procure aids for health education from various agencies. 
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The cell will prepare time schedules for slide shows, movies and other such activities so 
that all communities are covered uniformly and in a specified period of time. 


Based on the information received from the community the cell will issue recommendations 
to relevant agencies, particularly for improving water supply and sanitation. 


The cell will also honour suggestions from community leaders and BSs for improving health 
care services. 


The cell will be in constant touch with the DDA slum wing to ensure that even when the 


residents of a JJ cluster are shifted en masse they are not denied the benefits of the 
programme. 


The cell will review all priorities and prograrnmes periodically and suggest modifications 
wherever required. 


After a specified period, the cell will conduct an overall re-evaluation and compare the results 
with the baseline information at the start of the programme. This will give an idea about 
the effectiveness of the programme. 


The evaluation process shall comprise of: 
Evaluation of monthly reports from the dispensaries 
| 


Evaluation of achievements of targets in the time frame alloted. 
In addition, the cell will engage an independant agency for overall evaluation. 


Based on these evaluations and on individual reports the cell will work out a system of incentives 
for BSs, TDs and ANMs so as to encourage sincere workers. 


The cell will identify governmental agencies and other non-governmental agencies working in 
the JJ clusters’. Guidelines will be issued for their activities so that there is no duplication of 
work and all areas are covered uniformly. In identification of these agencies the cell will seek 
the help of ANMs and Doctors. These agencies will be invited to zonal meetings to involve 
them in achieving the targets. SACH suggests a greater role for non-governmental 
organisationsWoluntary agencies in the health care programme for JJ clusters. This 
will overcome the problems of employment/regularization of services of BS/TD_ if 
government were to pay their honorarium directly. 


SECTION-III 


ACTION PLAN FOR PROGRAMME IMPLEMENTATION 


A programme of this magnitude intended to cover a population of over 15 lacs has not been tried 
elsewhere. Hence it is suggested that a PILOT PROJECT, covering only a few health posts, be started at 


first. 
This will have the following advantages: 


The feasibility of the programme at community level can be assessed and 


Based on the evaluation of the effectiveness of the programme, necessary modifications can 
be made in the final programme. 


Even in the final project, it is proposed that the initiation of the programme in the community 
and all activities related to the functioning of the health post will be done by the co-ordination cell. Therefore, 
the first step in the community based programme will be the constitution of the co-ordination cell. 


The sequence of events from the time of formation of the co-ordination cell will be as follows: 


Medical officer-in-charge of the cell will be appointed by the DDA (Slum Wing). He, in 
consultation with the DDA, will appoint other employees of the cell. The staffing pattern 
suggested for the co-ordination cell is shown in Annexure-lll. 


The cell will physicaily locate the JJ clusters for the pilot project. 
Doctors working in the dispensaries nearest to the JJ clusters will be nominated for the project. 
The ANM for community work will be appointed by the cell and sent for training. 


The doctor and ANM will select the BS and Traditional Dai in consultation with the community 
and send them for training. Training of these should be done under the supervision of one 
of the medical colleges. Duration of training will be as per Goverment of India 
recommendations for these workers in PHCs of rural areas. 


Even as the BS and dai are sent for training, construction of the health post should be 


started by the DDA so that by the time training is complete the health post is also ready for 
use. 


At the end of training the BS and TD will be given akit (contents of kits are given in Annexure 
IV and V) and they will start their activities in the community. They will do all activities in 
the community as outlined earlier. 


The doctor and ANM will supervise the activities of BS and TD. 


Since awareness and involvement of the community is of prime importance all activities of 
health education will be co-ordinated by the cell. 


At the end of one year, the co-ordination cell will e 
; valuate the whole programme. B 
modifications to make the programme more effective. ais ee ‘aie 


SECTION-IV 


INFRASTRUCTURE DEVELOPMENT 


One health post will be required for every 2000 population. At the end of five years, when the scheme 
is fully operational for all the JJ clusters in Delhi, a total of 750 health posts will be required. Each health 
post will be constructed on an area of around 10 feet x 8 feet. It will be a ‘pucca’ structure. Arrangements 
for water supply and electricity at or near the health post will be made by the DDA. 


Health Post 


Each health post will have a table, a chair, a stool and a bench. 
Few accessories like bucket and mug for daily use will also be provided. 


In addition, the BS and TD will need a kit. The contents of the kits are given in Annexure IV 
& V. Consummabie items listed in the kit will be replenished monthly at the dispensary. 


Materials like flip charts and posters etc. will be provided by the co-ordination cell. 


Registers, proformas and other stationary required by the BS and TD will be provided by the 
co-ordination cell. 


Dispensary 


Items. for replenishment of kits of BS and TD will be made available by the respective agencies. i.e., 
Delhi Administration, MCD, and NDMC. 


Stationary required by the ANM and the doctor will be provided by the co-ordination cell. 


Attempt should be made to construct new dispensaries around JJ clusters which have no dispensaries 
located near them. 


Co-ordination cell 


It will be located at a central place and will be constructed/made available by the DDA. The requirements 
for establishing the office of the co-ordination cell will be as follows: 


Office Equipment Computer with printer, typewriter, duplicating machine and xerox machine. 

Office Furniture Tables, chairs, stools, benches, filing cabinets, almirahs, coolers and an 
airconditioner. 

Transport Jeep | 

Stationary For office work, health post and dispensaries. 

Health Education Slide projector, screen and flip-charts. 

Materials 


Cost implications of this infrastructure and manpower are given in Section V. 


SECTION-V 


FINANCIAL IMPLICATIONS 


The project is planned to be implemented in two phases, the pilot project phase and the replication 
phase. For implementation of the project infrastructure needs to be developed. 


The initial investment required in the project will be in setting up of the co-ordination cell of DDA. 


Health posts need to be constructed for every population group of 2000. Each health post is 
expected to cost about rupees five thousand. 


The BS working in the community will be given a stipend of Rs.250 during training and an 
honorarium of Rs. 300 per month when she starts functioning in the community. 


The dai will get a stipend of Rs. 300 during her training and later on an honorarium of Rs. 5 for 
each delivery conducted. This may be suitably increased, if necessary. 


The kit replenishment will cost approximately Rs. 30 for the TD and Rs. 100 for the BS. 


One ANM will be appointed to every dispensary involved in community work. She will be paid 
a salary of approximately Rs.1600 per month. 


The doctor involved in community work will be paid an honorarium of Rs. 250 per month. 
The total recurring expenditure in the fifth year when the plan is fully operational will be about 


Rs. 90 lacs. The whole programme implementation over five years will require a resource deployment of about 
3.3 crores only. 


TABLE -1: TOTAL FINANCIAL IMPLICATIONS 


1 “year 2 -year 3-year 4-year 5-year 
NON-RECURRING EXPENSES 
CO-ORDINATION CELL 
Furniture 5 52000 5 e ‘ , 
Equipment 5 414000 : ‘ F 
HEALTH EDN. MAT. 
FOR HOSPITAL 9 20000 3 : P ‘ 
HEALTH POST 6 50000 700000 1000000 1000000 1000000 
TRAINING 
PROGRAMME 8 7050 98700 141000 141000 141000 
HEALTH KIT 7 3500 49000 70000 70000 70000 
DAI KIT 7 500 7000 10000 10000 10000 
HEALTH EDUCATION 
MATERIAL BS 1000 14000 20000 20000 20000 
TOTAL NON-RECURRING 7 
EXPENSES 548050 868700 1241000 1241000 1241000 
RECURRING EXPENSES 
STAFF SALARY 3 435600 1028000 1854000 2724000 3598000 
OTHER 
REMUNERATIONS 4 46000 690000 1610000 2530000 3450000 
TRAVEL INCLUDING 
POL.&JEEP MAINT. 63000 110000 175000 240000 eer 
STAT. & PRINTING 7000 35000 75000 115000 1 
KIT MATERIAL 
REPLENISHMENT 
Health kit 7 12000 180000 420000 660000 900000 
Dai Kit 7 3600 54000 126000 198000 270000 
COMMUNITY EDU. PROG. 5000 75000 175000 275000 375000 
LIBRARY 10000 10000 10000 10000 10000 
TOTAL RECURRING 
EXPENSES 582200 2182000 4655000 6752000 9063000 
TOTAL NON-RECURRING 
RRING 
Boe ccs 1130250 3050700 6586000 7793000 10304000 
TOTAL RECURRING EXPENDITURE FOR FIVE YEARS 2,79,63,950 
TOTAL NON-RECURRING EXPENDITURE FOR FIVE YEARS 51,39,750 
GRAND TOTAL 3,31,03,700 
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TABLE-2: PHYSICAL PROGRESS 


No. of JJ Units 
Population affected 
No. of dispensaries 
Approx. No. of births 


TABLE-3: STAFF SALARIES 
DESIGNATION 


Medical Officer-in-charge 
(Co-ordinator) 
Administrative Officer 
EDP Officer 

Assistant Co-ordinator 
Extension Educator 
Accountant/Clerk 

Driver 
Peon/Sweeper/Chowkidar 
ANM 


* 


every year. 


Note: Annual increase in salaries will be approximately 8%. 


1-Year 


10 
20000 
2 

800 


NO. 


2-Year 


150 
300000 
30 
12000 


3-Year 4-Year 5-Year 
350 550 750 
700000 1100000 1500000 
70 110 150 
28000 44000 60000 


APPROX. GROSS STARTING SALARY 


TABLE-4; ADDITIONAL REMUNERATIONS PAID 


Doctors 
BSs 
TDs 


TOTAL 


1-Year 


6000 
36000 
4000 


46000 


2-Year 


20000 
540000 
60000 


690000 


7000 


4000 
4000 
3500 
3000 
2000 
1600 
1000 
1600 


Number of ANMS will be the same as the number of dispensaries involved in community work 


3-Year 4-Year 5-Year 
210000 330000 450000 
1260000 1980000 2700000 
140000 220000 300000 


1610000 2530000 3450000 


TABLE-5: FURNITURE AND EQUIPMENT OF COORDINATION CELL. 


FURNITURE 


Tables 
Chairs 
Stools 
Benches 


Filing Cabinets 
Airconditioners 
Coolers 

EQUIPMENTS AND VEHICLES 
Jeep 


Computer PC/XT with printer 
Typewriter 

Duplicating machine 

Xerox machine 

Slide projector 

‘Screen 


QUANTITY 


TABLE-6: ESTABLISHMENT COST OF HEALTH POST. 


BuildingArea-10’x8' 
FURNITURE 

Table 

Chair 

Stools 

Bench 

Small Equipments 


Qty 


eS DH eS 


Rate 
Construction Cost 
Rs. 45/sq. ft. 


AMOUNT 


10000 
3750 
250 
2000 
6000 
5000 
20000 
5000 


140000 


110000 
8000 
5000 

1,35000 
5000 
1000 


4,14,000 


Amount 
3600 


600 
150 
100 
400 
150 


TABLE-7: HEALTH KIT AND DAI KIT 


HEALTH KIT 
NON-RECURRING 
Box & Instruments 200 
RECURRING 
Drugs, Cotton, Bandages etc. 100 
MISCELLANEOUS 100 
TOTAL 400 
Note: Recurring items are to be replenished every month. 
DAI KIT 
NON RECURRING Bag 50 
RECURRING Sterilised packets containing 
cotton,umbilical tape,razor 
blade, G.V. 30 
TOTAL 80 


Each packet costing Rs. 4/- calculated for seven deliveries per month for a population of 2000. 
Note: Recurring items need to be replenished every month. 
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5000 


TABLE-8: TRAINING PROGRAMME 


FOR DOCTORS (7 DAYS) Expenses per Person 


Reading material 150 

Miscellaneous 100 

Total 250 
FOR ANMs (7 DAYS) 

Reading material 100 

Miscellaneous Expenses 100 

Total 200 
FOR BSs (3 MONTHS) 

Stipend included in remuneration 

Reading material 35 

Miscellaneous expenses 200 

Total ) 235 
FOR TDs (1 MONTH) 

Stipend 250 

Reading material 30 

Miscellaneous expenses 100 
ANNUAL EXPENDITURES: 


1-Year 2-Year 3-Year 4-Year 5-Year 


Doctors 500 7000 10000 10000 10000 
ANMs 400 5600 8000 8000 8000 
BSs 2350 32900 47000 47000 47000 
DAIs 3800 53200 76000 76000 76000 
TOTAL 7050 98700 141000 141000 141000 


TABLE-9: HEALTH EDUCATION MATERIAL FOR MEDICAL COLLEGES. 


Health Education material and training 
material required by each medical college 


for training of various personnel. 
Note: This can be provided to 4 medical colleges. 


5000/- 
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SECTION-VI 


SUMMARY & CONCLUSIONS 


There are about 620 JJ clusters in Delhi with more than 15 lacs people living there. Unfortunately, 
such a large population is not covered by any formal programme for health care. If we are to achieve the 
goal of ‘health for all by 2000’ then definite steps need to be taken up in these JJ clusters. 


Since most health problems in JJ clusters relate to ignorance and poor sanitation, simple cost effective 
community based health programmes can overcome most of these. In this a BS and a Dai from within the 
community will be identified and trained to work in the community. An ANM will be specially appointed to 
help them in this. They will then provide comprehensive health care including Immunization, Child care, 
Maternal care, Family Welfare, Treatment of minor ailments and Health education. They will be the bridge 
between the community and the available health facilities in the city. 


To start with, it is proposed that only a pilot project covering a population of about 20,000 be 
started with 10 health posts. Subsequently, the programme may be extended to cover a total population 
of about 15 lacs. The aim being to have one health post for every 2000 population. The pilot project will 
involve an expenditure of Rs. 10 lacs and in five years for covering a population of 15 lacs the total cost 
would be only 3.3 crores. This works out to a cost of less than Rs. 10 per person per year. 
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SECTION-VII 


PROBLEMS ANTICIPATED 


BS or TD deserts the health post. In the event of the BSor TD deserting the health post 
it will be the responsibility of ANM and doctor to identify a fresh person from the community 
and send her for training. During this period it will be the responsibility of the ANM to carry 
out immunization and other important activities in the community. ; 


The ANM may not be able to cope with the work load in the community. The population 
of 10,000 allocated to her is twice the number recommended for rural areas. This has been 
done deliberately because unlike population in rural areas which are spread out over a large 
area urban population in JJ clusters is crowded together ina small area. The ANM will 
therefore be able to cover a much larger population in a small time period. Even so, if there 
are problems the co-ordination cell can work out optimum number required and implement 
them accordingly in the final replication phase. 


Doctor working in dispensary may not be able to cope with the extra work load. This will 
need careful evaluation by the co-ordination cell. In case the dispensary is routinely 
overcrowded, the cell can recommend recruitment of an extra doctor. Since the emphasis 
is On encouraging simple measures and on preventive and promotive health care the team 
of BS, TD and ANM will have a greater role than the doctor. We, therefore, donot anticipate 
the need to recruit fresh doctors. If in any of the areas the doctors and ANMS not nominated 
for community work want to contribute towards this programme then a system of rotation can 
be worked out by the cell. 


If near some of the JJ clusters there are no dispensaries at all it will be the responsibility of the 
co-ordination cell to identify such JJ clusters and recommend construction of dispensaries in 
these areas. 


Although the plan has been worked out for a population of 15 lacs, with increase in population 
the number of health posts suggested is likely to be inadequate. Depending on the 
effectiveness of the programme, efforts should be made to provide more health posts. 


With rapid urbanisation, more and more JJ clusters are likely to come up. City planners 
should work outa system wherein migrant labour and such others are housed with adequate 
water supply and sanitation facilities. 


In case the community does not avail of the facilities, the BS, TD, ANM and doctor should try 
to work out a solution, They should contact the community leaders to locate the cause. If 
the BS is not working to the satisfaction of the community efforts should be made to improve 
her functioning. If this is not possible then a change of BS is suggested. 


To increase the awareness of the community and promote full utilisation of the programme 
an intensive health education drive should be launched. 


The Basti Sevika and the Trained Dai may demand regular employment with the 
government as has happened with UBS/Anganwadi workers. This can be overcome if 
the BS/TD are paid by NGOS/VAs. 
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ANNEXURE-I 


SELECTION CRITERIA FOR BASTI SEVIKA (BS) 


The Basti Sevika should ideally be from the community she is to work in. Female BSs should be 
generally preferred over males. She should be an active member of the community. She should be able 
to read and write and if possible, should have at least schooled till class V. Ifaperson with sucha background 
is not available, thena socially motivated person from outside the community, preferably from an adjacent 
JJ cluster or resettlement colony may be selected for this purpose. 


MODE OF SELECTION 


The BS should be selected by ANM and Doctor in consultation with the community. At the time of 
selection availability of BS for training period should also be considered. BS should be able to complete 
her training successfully to make the programme effective. 


DURATION AND CONTENTS OF TRAINING 

Duration and contents of training will be as per Govt. of India recommendations for community 
health volunteers in rural areas (PHCs). For training the BS necessary modification can be done in 
the ‘Training Guide for Community Health Worker’ published by Ministry of Health and Family Welfare. 
Currently the duration of training recommended is about two hundred hours spread over three months. 


ST IPEND AND HONORARIUM 


BS will be paid a monthly stipend of Rs. 250 for the period of training. After successful completion 
an honorarium of Rs. 300 per month will be given for her work in the community. 
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ANNEXURE-II 
SELECTION CRITERIA FOR DAI 


- A traditional birth attendent (TBA) already working in the community will be selected for training. 


- She should preferably be the most popular TBA in the community. 


MODE OF SELECTION 


Selection will be done by the ANM and Doctor in consultation with the community. 


DURATION AND CONTENTS OF TRAINING 


Duration and contents of training will be as per Govt. of India recommendations for Dai training 
in rural areas(PHCs). Necessary modifications can be done in the ‘Training Guide for Dai’ published 
by Ministry of Health and Family Welfare (See Bibliography). Currently the duration of training recommended 
is about one month. During training the emphasis should be on conducting deliveries aseptically in the 
community set up. 


STIPEND DURING TRAINING 


She will be paid Rs. 300/- on completing the one month training period. 


HONORARIUM FOR DELIVERIES CONDUCTED IN THE COMMUNITY 


Trained Dai will get an Honorarium of Rs. 5/- for each delivery conducted in the community. 
This will be paid every month by the co-ordination cell. 


OlbOb 
LC 


COMMUNITY HEALTH CELL 
47/1, (First Floor) St. Marks Road 
BANGALQBE - 660 oot 


ANNEXURE-III 


CONSTITUTION OF CO-ORDINATION CELL 


The Commissioner Slums (DDA) will be the Chairman of the co-ordination cell. 


The officer-in-charge of the co-ordination cell will be a senior medical officer, appointed by the 
chairman. 


In addition, the co-ordination cell will have the following staff: 


Administrative Officer. 
Asst. Co-ordinator 
EDP Officer. 
Extn. Educators-2. 

. Accountant/Clerk 2. 
Driver. 
Peon. 
Safai Karamchari. 


Chowkidar. 
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ANNEXURE-IV 


CONTENTS OF HEALTH KIT 


Box/Kit bag. 
Thermometer. 
Scissors. 

Razor blade. 

Cotton wool. 

Gauze. 

Bandages. 

Nirodh packets. 
Containers for drugs. 


MEDICINES TO BE CARRIED 


Tab. Paracetamol. 
Tab. Chloroquine 
Tab. Chlorpheniramine maleate. 
Benzyl benzoate 25% for ext. use. 
Gentian violet 1% for ext. use. 
Tab. Piperazine. 
Chloromycetin applicaps. 
Tab. Ferrous sulphate. 

_ Tab. Folic acid. 
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ANNEXURE-V 
CONTENTS OF DAI’S KIT 


Aluminium kit box. 

Stainless steel stralght scissors. 

Enamel bowl. 

Contents of sterilized packet to be left with the pregnant mother. 


Cotton pads/cotton 
Umbilical tape./thread 
Gentian violet 1% 


Razor blade 
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